AMONGST the causes of brow presentation and of consequent dystocia, no mention is made of feetal chondrodystrophia in any obstetric textbook. I have had two such cases, short notes of which are appended below. The neck, in these foetuses, is extremely short. The configuration of the head is such that the occipital and sincipital arms of the head lever are almost equal. The head, also, is set squarely upon the shoulders in a sort of military attitude of attention, turned upside down. The short neck, and the peculiar shape and position of the head, thus enable the latter to maintain its position of unstable equilibrium between flexion and extension, with a resultant persistent brow presentation. The shape of the head is an antenatal condition, as I found by observing the fcetus which was delivered by Caesarian section, and also the living individuals with this pathological condition.
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If it were possible, then, to diagnose this condition of the fcetus before delivery, it would greatly influence the obstetrician in the treatment of these cases. The diagnosis is not impossible. We may not be absolutely certain, but at all events we may make a fair guess. The head in these cases is always large in proportion to the body. In cases of brow presentation, then, with large head, if the trunk and limbs of the foetus appear to take comparatively less space in the uterus than might be expected from the size of the head, we may fairly assume that it is not a large normal foetus. A large hydrocephalic head can easily be eliminated by its usual characteristics. If we thus eliminate a normal foetus and a hydrocephalic foetus, chondrodystrophia will be left. Cases usually present themselves after the second stage of labour has gone on for some tilmie, and delivery by natural efforts has failed, and it is then that we are called on to diagnose. This foetal disease does not prove incompatible with postnatal life. Although some fcetuses succunmb a few hours after birth, many survive and reach the adult state. Are we justified, then, in resorting to destructive operations in obstructed delivery due to a chondrodystrophic foetus? I would answer in the affirmative. We would only have the chance of diagnosing these cases when labour has become pathological, and we would not be justified in putting the mother's life to any extra risk to save a pathological foetus with an uncertain postnatal life.
In my first case I performed craniotomy, and in the second Caesarean section. In the latter case, if I had even a suspicion that the fcetus was chondrodystrophic, I would certainly have resorted to craniotomy.
Of course I was misled by the historv of the case, and thus did a conservative Caesarean instead of a hysterectomy. S., aged 15, a Bengali primipara, had been in labour for over thirtysix hours before I saw her. Several attempts to deliver by the forceps were made by a local practitioner without success. On arrival I found the vulva swollen and a big caput succedaneum pretty low in the,pelvis.
Her temperature was high and pulse rapid. I at once perforated the head and delivered the foetus (chondrodystrophic) without miiuch trouble. The site of perforation can be well seen in the diagrram (fig. 1 ). The puerperium was complicated by septic troubles, but she recovered with a very small vesico-vaginal fistula, which was closed later on.
CASE IL
S., aged 30, 1-para, was admitted into the Campbell Hospital at 6 p.m., on May 13, 1906. She was brought in by friends, who could not give any history except that she had been in labour about twentyfour hours. On admission, the pains were very strong, uterus tender, retraction ring well marked, a little above the symphysis pubis. Foetal heart sounds were well marked. Head was above the brim, and the brow presenting. Her general condition was fair. She was put under chloroform and a thorough vaginal examination was made. The pelvis did not seem to be capacious. The presenting part was fixed at the brim. As the foetal heart sounds were well audible, I decided to perform Caesarian section. I did a Siinger at once. The foetus, chondrodystrophic, with a very big and ossified head, was delivered asphyxiated. She was removed to bed in a good condition, with a pulse of 80 and a temperature of 970 F. On May 14, 1906, the temperature rose to 102'60 F. at noon, but otherwise she was in a fair condition. On the morning of May 15, however, she complained of pain in the abdomen with tympanites. The temperature did not go above 99'20 F. on this day, but in the evening the pulse-rate went up to 144. On May 16 she passed three loose stools during the day. The pulse ranged between 140 and 152. The highest temperature was 101'60 F. early in the morning. Restlessness with retching supervened. Antistreptococcic serum was injected liberally without any impression. She died at 8 p.m. The day after the operation a sister of the patient called and gave the following further information. (1) That the membranes ruptured about twelve hours before her admission to the hospital;
(2) that a midwife (unqualified) was called in the morning and she " tried to deliver her " but failed, and she then left the patient, advising her to go to a hospital; (3) that her first labour was instrumental (forceps). This information was received too late.
The PRESIDENT (Dr. Herbert Spencer) said that he did not think that the posterior arm of the "head lever" was ever as long as the anterior arm in face or brow presentations. Nor did he think that it was right to perform craniotomy for chondrodystrophia. Even in cases of hydrocephalus aspiration was more suitable than perforation, as it did not necessarily sacrifice the child.
